he effects upon mechanical ventricular perforTxn, of disturbances of cardiac rhythm and oonduction have long been a topic of intense interest to cardiovascular investigators. Nevertheless, the precise mechanical consequences of many electrophysiologic disorders remain uncertain. Recently, echocardiography has provided a noninvasive diagnostic method capable of examination of intracardiac anatomy and ventricular contractile pattern in a manner which is, in some respects, superior to cineangiography. Therefore, it was inevitable that ultrasonic assessment of cardiac function would soon be applied to the evaluation of the mechanical effects of electrophysiologic cardiac disorders.
Initially, alterations in the pattern of the motion of the mitral leaflets on the echocardiogram were observed in the presence of supraventricular cardiac arrhyhuas.l Thus, rapid opening and closing oscillations of the mitral leaflets secondary to phasic atrioventricular flow produced by atrial contraction were recorded in the setting of atrial flutter and fibril1atim.l Subsequently, the echocafdiogram of the mitral valve was utilized to demonstrate that atrial transport function returned promptly following direct-current cardioversion of supraventricular arrhythmias in nearly all patients? Ultrasound has also been utilized in conjunction with vectorcardiography in studying the mechanism of atrial &rtter.a Perhaps the most important contribution of echocardiography to the evaluation of electrophysiologic disorders has been the study of asynchrony of left ventricular contraction secondary to abnormalities of cardiac conduction. Thus, left ventricular contraction has been found to be normal in the presence of right bundle-branch block.' In contrast, an abnormality of interventricular septal motion consisting of a rapid peaked posterior motion of the septum at the onset of systole followed by inappropriate anterior or flat movement has been observed in nearly all patients with left bundle-branch block.c? Importantly, recognition of the prevalence of this asynchronous septal movement in left bundle-branch block was possible only by echocardiographic studies. In this issue of Chest ( see page 463), Lebovitz and associates have turned their attention to the mechanical consequences of another abnormality of cardiac conduction, the Wow-Parkinson-White syndrome.
Although several prior reports have utilized echocardiographic studies to evaluate the left ventricular contractile pattern in patients with the WoH-Parkinson-White syndrome, uniform agreement has not been reached in regard to aU ultrasonic findings. Previously, it had been observed that many patients with type-A WON-Parldnson-White syndrome manifested premature contraction of a portion of the posterobasal left ventricular wall on the echoaudiogram.8-9 The prematurely contracting area detected by ultrasound was highly localized and was found to be related to the proportion of ventricle activated by the accessory pathway, as represented by the prominence of the delta wave of the electrocardiogram. Although the a m t r a d e pattern of the interventricular septum was normal in patients with type-A WoM-Parkinson-White syndrome, the premature postembasal contraction appeared to produce an early systolic anterior movement of the septum, resulting in a delay in the onset of net posterior motion of this structure. Contractile abnormalities of the posterior wall were not observed in patients with type-A Wolff-Parkinson-White syndrome by Francis and or in the present study; however, the former investigators1° did not perform an exhaustive search of the posterobasal wall, and, thus, the subtle prematurely contracting area of myocardium may not have been recorded.
Patients with type-B W&-Parkinson-White syndrome, in contrast, have been observed to have normal posterior wall motion on the echocardiogram; however, abnormal interventricular septal contraction has been recorded in some, but not all, type-B ~atients.~-ll The abnormal septal motion in patients with type-B Wolff-Parkinson-White syndrome was found to resemble that observed in patients with left bundle-branch block, in that a peaking posterior movement of the interventricular septum occurred in early systole; however, Chandra and colleagues12 were unable to record such an early contraction in their study, and Francis and associates1o additionally observed a prominent late systolic notch in the systol- 
